The Schwartz Center Rounds are a monthly multidisciplinary forum, at Massachusetts General Hospital (MGH), in which caregivers discuss a specific patient with cancer and the important psychosocial issues faced by the patient, family, and caregivers. This forum allows caregivers to reflect on their experiences with patients and to gain support and insight from their fellow staff members.
of her chemotherapy, her CA-125 began to rise, and she presented to MGH for further evaluation.
M.R.'s past medical history was unremarkable. She had enjoyed excellent health prior to her diagnosis of ovarian carcinoma. Her family history was markedly positive for cancer. She had one older sister with ovarian carcinoma and a second sister with breast carcinoma, both of whom are still alive. She was born and raised in Puerto Rico where she had married her high school sweetheart 25 years earlier. She had two daughters, one of whom was engaged and about to enter medical school. They were a close family, and M.R. worked alongside her husband managing the family business. She had a remarkable sweetness about her and was always appreciative of others.
Evaluation at MGH confirmed that she had a recurrent pelvic mass consistent with recurrent ovarian carcinoma. She received two cycles of high-dose cyclophosphamide with a second remission of her carcinoma, and she subsequently underwent intensification with high-dose carboplatinum and cyclophosphamide supported by reinfusion of peripheral blood stem cells. She tolerated her high-dose chemotherapy well and was discharged in the summer of 1996 and returned to Puerto Rico.
In December of 1996, M.R. returned to Boston for followup and was found to have ascites and a markedly elevated CA-125. She received chemotherapy for a phase I trial which was complicated by intestinal perforation requiring an ileostomy and G-tube placement. Salvage chemotherapy was only partially successful at controlling her disease, and she eventually had progressive intra-abdominal carcinomatosis and progressive weakness, and required total parenteral nutrition due to complete bowel obstruction. Throughout the final months of M.R.'s illness, the clinical staff found themselves confronted with a patient whose religious views prevented a discussion of realistic plans and alternatives.
M.R.'s condition continued to deteriorate, and she was encouraged to consider returning home to Puerto Rico. She remained optimistic that further medical care would improve her condition and refused to return, despite the fact that she was essentially bed-bound. She became progressively confused and less responsive during the last week of her life. On August 1, 1997, she died at a relative's home near Boston. After her cancer relapsed, I first expressed to M.R. that the treatment options available for her in Boston were not likely to be curative or even beneficial. I suggested that she might consider receiving the rest of her care back in Puerto Rico, where she could be with her family. M.R. was hesitant about going home because she had already formed quite a strong connection with this hospital. Despite my being candid with her, she remained confident that her disease was not as bad as I thought. She believed that her God would make sure nothing drastic happened to her. As caregivers, we had deliberately formed a very strong connection with her. But at this point, many of us felt torn that we had set up such a strong connection. We wished that she had not become so attached, so that she could feel a little more comfortable leaving.
At this point, M.R.'s sisters, who were extremely helpful and supportive, appeared on the scene. These were deeply spiritual women, who were confident that their God would never let M.R. pass away because of this tumor. While they appreciated that I was concerned, they were not nearly as worried about her prognosis as I was.
Avoiding the Discussion of Spirituality

Doctor:
One of the paradoxes is that when a patient is really sick and is dying, it is a challenge to help her make endof-life decisions which are consistent with what she wants. As caregivers we want patients to express their autonomy in all phases of their illness, so that they can die with a full understanding and awareness of the alternative. We want them to be more involved in the decision-making process. 
Exploring and Accepting a Patient's Spirituality
Nurse: I think M.R. really felt a tension between being here-where she was most comfortable and supported by nurses, physicians, social workers, and chaplains-and being at home with her daughters and family. She had 24-and 16-year-old daughters who were still in school. M.R. struggled with where she would be most comfortable physically, but also emotionally and spiritually. I referred M.R. to a chaplain because she was torn between her faith in God and her family's religious beliefs and her confidence in her health care providers and their experience and knowledge. I think she thought that because she was not getting better that God was punishing her, that she had done something to deserve this illness and her impending death. These feelings came up frequently, and we tried to address them as they surfaced.
Chaplain: Because I can speak Spanish to M.R., I think it is easier for me to communicate about spiritual issues with her. I remember when the doctor and the social worker told her that she had two months to live, she cried, "I want aggressive treatment, and in the name of God I know that I am going to be well." Then she looked at me. At that moment, it opened a door for me because I knew what kind of spiritual language she was speaking. On the other hand, knowing that I am a part of the team and knowing the information that the doctor had already given her made it hard for me. She wanted me to support her faith. But to know the reality of the illness was really difficult for me.
As we neared the end, my job was to pray with her because that is what she wanted. She always wanted me to read psalms praising God because God was going to save her. Sometimes I would sing with her because during a time of pain, Spanish songs were a way to give her some kind of peace and to prepare herself for the other life. She genuinely believed that a miracle was going to happen. That was my special way to give spiritual support to M.R..
Nurse:
We explained to M.R. that there was nothing more that medicine could do to help her at this point. It was a respectful way of honoring what her family believed. She believed that once the doctor stepped out of the way, God would take over. Her family was quite up-front about this. M.R.'s husband spoke to the doctor privately and expressed his appreciation and his acknowledgment of the severity of the situation. He expressed that he did not necessarily share the belief that there would be a "miracle cure," so to speak.
Psychiatrist:
In response to M.R.'s belief that her illness was punishment, my approach would be to ask her, "What then is your understanding of God?" I believe it is our obligation to find out patients' beliefs. So if she told me that God would cure her, I would have gently asked her, "How did you get so much control over God?" So in a light way I would try to explore how she relates to God and who God is in her life. So if she thinks this is punishment, then I would ask her, "What kind of a person would punish you?" I would say "Everybody around here seems to love you a lot. There was a study done back in 1961 [1] which randomized cancer patients into one of two groups. One group was told the truth and they followed them all the way through. The other group was not told the whole truth, a conspiracy model. Physicians were divided as to which method was better. However, it was overwhelmingly clear that the conspiracy model resulted in more emotional difficulties for the patient and the family. In the conspiracy model, the patient is not empowered to guide big, heavy-duty decisions. When dealing with a patient who is both involved and responsible, both we and the patient will feel better about the situation, if they know the truth.
Another thing that I might say to them is, "Now, if God has so much control, why did Jesus undergo such suffering?" Statements like that I make not to attack their faith, but to help people to pause for reflection, and it helps them to deal with the reality. I always want to know, "Who is God to you? What is the relationship?" When somebody is so frightened, it does not feel like there is a holding strength or comforting person behind them. And that concerns me because I worry about patients' abilities to have a peaceful resolution to their fears. Could she have made the critical shift from hope that God will cure her to hope that God will always be at her side, to always give her strength, to hold and support her, no matter what the outcome. not know what she meant so I asked her to explain and she said, "What have I done to deserve this?" I explained that I knew that we had grown up with different religious beliefs and that I did not share her belief that her illness was a punishment. So we talked about how illness has been perceived through the centuries and the different reasons that people get cancer. I told her that I hoped that she could look at it as God being with her in her suffering and grieving for her suffering, not thinking that she is the victim of punishment for something that she had or had not done.
Challenging a Patient's Spiritual Beliefs
Nurse: I have a patient, a 38-year-old woman with metastatic colon cancer, that I have been treating for one and a half years. She really believes, though her disease is probably progressing, that God is going to cure her. During one of her visits I said to her, "Suppose God's plan for you is different than what you think God's plan is for you. Have you thought about your four children? Have you thought about what you are going to do with them?" I brought it up to her in a way I thought was tactful because it was very hard to talk about this subject. She was very quiet. She listened to what I had to say. The next week she came in with her husband for her next CT scan and he pulled me aside and said, "You cannot say terrible things to my wife. You cannot make her upset." And I said to him, "What I had to say was very hard and no matter what words you try to use, these things are hard to hear." She told me, "You just do not have enough faith." Her disease is probably progressing and last week I had to tell her that her CEA was elevated. She panicked. You could see the panic on her face. I stayed with her for a while, and then she composed herself and she said to me, "I just do not have enough faith. I should never question God because I know he is going to make it right." I cannot tell you how hard it is to work with her because I know that at some point the disease is going to get her. I know that she is probably not doing with her four sons what I think, in her heart, she would really like to do. She will not see chaplain service or social services, and it is 442 Schwartz Center Rounds
It is a challenge to journey with them when they have beliefs that are very different from ours or when they challenge us.
just so hard for me to watch her come in for treatment week after week and not to confront these issues. She does have a very strong faith, and I try to support her in her beliefs, but it is really hard to bring her to where reality is.
Acceptance: The Spiritual Starting Point for Dialogue
Nurse: How do you really relate to patients and families and their reality when we have a whole knowledge base that they do not have? How can we be where they are? It is a huge struggle for us. I think we all have different ideas about where people should be, but they are not going to get there unless we start step one with them, where they are. For a lot of us, it is a challenge to journey with them when they have beliefs that are very different from ours or when they challenge us.
Doctor: I am always surprised when people think that their faith is supposed to allow them to ask God for something and then they can just get it. I think the Christian faith, at least as I know it, is not that way. The Lord's Prayer is "Thy will be done," not my will be done. In His last days, Jesus said, "Please let this cup be taken away from me, but Thy will be done." I think that having "faith" means that if you do die, it is okay because God will be there for you. It always surprises me when people construe faith as enabling them to ask God to give them something. I do not think that is right, but I do not know how to deal with the patients who think that that is how faith works.
Magical Thinking
Doctor: At the MGH, we take care of patients who travel great distances, often in quite desperate situations. They come wanting to be very hopeful, wanting to be positive. Social Worker: I think a big part of what we are experiencing with patients who are very spiritual or very positive is a kind of magical thinking. Patients are scared that if they talk about something bad or scary that it is going to happen. It is a sort of pre-school regressive thinking that we all revert to when something bad happens. It is like when a tree falls on your car and you think, "What did I do to deserve this?" If you can make the unconscious became conscious with patients by saying, "Let's talk about something. I do not have a magic wand or a crystal ball. I do not know what is going to happen. But talking about a bad outcome is not going to make it happen. I am interested in how you would feel if you knew you were going to die. Would you want to die in Puerto Rico or Boston? I am not saying that talking about it is going to make it happen and I am not saying that I think it is going to happen. I just want to know what you think." Some caregivers viewed M.R.'s spirituality as a sort of magical thinking, a common mode of psychological defense employed by some cancer patients. In Navajo culture, for example, magical thinking leads to a cultural imperative that "patients and providers should speak in a positive way and avoid thinking or speaking in a negative way." While in "medical culture," informing patients of diagnosis and prognosis, both good and bad, is considered both respectful and obligatory [2] ; Lintz, Penson, Chabner et al. 443 
Are we violating what we should be doing for patients by telling them what we know after they have instructed us not to give them bad news?
in "magical thinking," it is considered disrespectful and potentially harmful to predict a bad outcome [3] . In Navajo philosophy of nozho, disclosing diagnosis or prognosis is dangerous and disrespectful because "thought and language have the power to shape reality and to control events" [3] . If you can make patients aware of magical thinking, to the extent that you can make it conscious, you can elevate the dialogue to something that you can talk about and that is quite different from challenging someone's religious beliefs. I think we need to be respectful of what works for people and allow them to feel comfortable with their choices, as long as they are making them in a conscious way.
DISCUSSION
In this discussion, caregivers expressed substantial discomfort in caring for a patient for whom they cared deeply, but with whom they became increasingly estranged as she approached death, and as the patient's and family's deeply held religious views prevented what they viewed as rational decision-making, regarding plans for her final days. The overriding sentiment that arose from these rounds was frustration with the challenge of communicating with a patient who has a very different belief system. Although no one at the conference acknowledged that science and medicine have been openly hostile to religion and faith, the tension was apparent.
The Challenge of Communicating about Sensitive Topics
During the rounds, caregivers clearly voiced frustration with their attempts to present a realistic prognosis to this patient and their difficulty in discussing spirituality with patients in general. While health care providers are usually taught general tactics for communicating with patients, they are rarely taught how to discuss sensitive issues such as dying or spirituality, an interchange that patients greatly value and that may improve health outcomes [4, 5] . Recent studies have shown that a significant number of health care professionals lack the psychosocial knowledge and communications skills needed to identify emotional problems [6, 7] , although most caregivers recognize the need to learn better communication techniques and are willing to sacrifice the time necessary to do so [8] . Rounds such as these offer an opportunity to share different approaches and attitudes toward potential barriers to communication.
Establishing communication about patient concerns, even when they cannot be resolved, can result in significantly improved levels of anxiety for both patients and staff [5] . Sensitive communication with caregivers can also help a patient to be "better able to cope with the disease and [to] live a more dynamic life." Moreover, communication with a patient is essential in facilitating adjustment to life-threatening illnesses and death [6] .
Communicating with Patients from Other Cultures or Religions: A Diversity of Approaches
During the rounds, caregivers expressed frustration and discomfort caring for a patient whose spiritual perspective conflicted with medical reality. Discussions about death between a cancer patient and a caregiver of the same religious, socioeconomic and cultural background is highly challenging, and is even more so for a physician or nurse to engage in effective dialogue on the subject of death with a strongly religious patient who has a very different background [9] .
The most striking outcome of the Schwartz Center Rounds was the diversity of opinion among caregivers as to how to deal with the intense spiritual beliefs of this patient and her family. Some advocated avoiding the topic of spirituality altogether. One staff member exposed that "there is a real risk in challenging, and maybe even breaking the therapeutic relationship when you are challenging something (spirituality) that is so essential to a person's identity. I almost never talk about religious beliefs with my family or my patients because it is rocky ground…" Other staff members advocated challenging a patient's beliefs, to "bring (them) to where reality is." They urged M.R. to accept that "God's plan could be different from her plan." One physician reflected, "I am always surprised when people think that their faith is supposed to allow them to ask God for something and then they can just get it." While M.R. believed that God would save her, staff knew that she was dying, and this gap between hope and reality made communication difficult.
The prevailing view advocated discussing religion, but not challenging faith. Staff recognized the right of patients to make choices in their care, based on more than simply the clinical care guidelines, and that religious views of disease and death are a legitimate influence on these decisions. However, they felt justified in exploring the basis of the patient's beliefs when the patient's views appeared inconsistent with the reality of the situation and when these views entailed unnecessary emotional cost. Caregivers recognized that there is a real danger in trying to change a patient's beliefs or challenge their world view, and that unless these beliefs directly interfere with medical care, caregivers need to understand and accept their patients' rights to be true to their own spiritual beliefs, particularly in the terminal stage of their illness.
CONCLUSION
During the rounds, caregivers expressed a variety of approaches to treating a patient with strong spiritual beliefs. Some avoided the topic altogether, others directly challenged their patients' beliefs, and yet others felt comfortable exploring and discussing a patient's spirituality. Caring for such a patient can be a great challenge, ultimately. To respect their patients' values and perspectives, caregivers should "practice an intensive, systematic, imaginative empathy with the experiences and modes of thought of persons who may be foreign to (them) but whose foreignness (they come) to appreciate and humanly engage" [10] . Moreover, caregivers making the effort to inquire about their patients' religious or spiritual beliefs "can make the difference between the patient regarding himself as just another person on the hospital conveyor belt or as someone whose individuality is being taken seriously" [11] . While addressing a patient's spirituality can be challenging, this noble attempt to communicate at a deeper level can meaningfully enhance the caregiver-patient relationship.
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